Traditionally, the patient-physician relationship has been structured around the concept of what can be called the 'clinical model' which is utilitarian and teleological in its interpretation of the relationship. The patient is seen as having a disease produced by either an external factor or a malfunctioning structure which is the source of pain and unhappiness. The recognition and treatment of this disease, ie effective management, is the goal of the physician which, if successful will restore the patient's well being. As such, the relationship between physician and patient is one where the controlling expert relates to the patient as an object to be carefully observed, evaluated and expediently dealt with by effecting a 'cure'. This arrangement is utilitarian in that the role of physician is that of provider of good consequences, and his/her actions are good to the degree they bring about happiness, ie in this case, relieve pain and suffering. This suggests the picture of the powerful physician, who, through his or her skill and expertise, acts upon the more passive patient who cooperates obediently and thereby is restored to health.
On the face of it, the clinical model, which characterises the teleological/utilitarian approach, appears to be one with which would be difficult to find fault. How could we argue with a model that tells the physician to act towards patients in such a way as to alleviate their misery? This clinical model is the oldest conceptual model of the doctor-patient relationship and it underlies much of medical practice. The reason for this is that in the past it has been assumed that the reason patients come to the doctor is because of some disorder which gives pain or discomfort and which, as such, falls well within the framework of the clinical model. There is a tendency to assume that biomedical science and technological advances can contribute to the management of most problems patients bring to physicians. However, studies in the more recent past, most notably, the National Ambulatory Medical Care Survey (NAMCS) (i) The 'relational model', as has been pointed out, stresses the quality of the process in the interaction between physician and patient. A question that needs to be raised is, 'whence does this quality of process gain its validity?' What reasons can be offered for initiating the process in the first place ? There are several positions that fall within the parameters of the 'relational model'. From a strictly Kantian view, the justification for initiating the process need go no farther than the fact that the patient requests it. The motivation or intentions of the physician, for Kant, should be found in the physician's duty to treat the patient as a being of absolute worth, and the patient's right to receive that treatment divorced from any possible goal that might be envisioned. Thus, the process is judged to be of good quality if these conditions are satisfied.
The adoption of a strict Kantian position in which the process relationship which chqracterises the 'relational model' needs to be initiated on no more justification than the patient's desire would seem to impose on the medical profession a standard of activity not required of any other profession. A more moderate and acceptable position would be that rather than justifying physician duties merely on the basis of a patient's desires or wants, a patient's need would be a fairer use of medical resources. 'Need' in this instance would not be restricted to a breakdown in body mechanics but would deal with disturbed functioning in such areas as inter-as well as intra-personal relations, vocational activities or other stress related conditions. Thus, while the 'relational model' can be interpreted purely in Kantian terms, it is not necessary to do so, and it is the scope of the 'rela- It is obvious from the NAMC Survey that the family practitioner is faced with two basic types of encounters. He/she has two options in meeting the needs of the patient. There are those few patients suffering from a remediable progressive disorder which will result in death or disability. In such cases the primary concern of the physician is with the outcome of the disease process. The needs of the patient warrant that the purpose and goal of the relationship be the successful management of the disorder. However, when the patient encounter is one in which there is pathology of the selflimiting type, or in those cases where there is no pathology, the imposition of the 'clinical model' can no longer be defended, and is possibly counterproductive, perhaps even destructive. That is, beyond the inappropriateness of the clinical model to meet all situations the responsible family physician must also guard against the temptation of looking for outcome and trying to utilise the clinical model inappropriately, in order to avoid the very real possibility of danger to the patient that might be incurred. In the search for a medical goal which may be pursued, the physician may involve the patient in useless and unnecessary tests, drug dosages and procedures or treatments that may in fact be damaging.
The NAMC Survey data reveal that, in addition to technical medical skills needed by the family physician, in family practice the physician is most often called upon to relate to a patient whose complaints appropriately lie outside the boundaries of the 'clinical model' and pertain instead to the affective state. In most instances involving the family physician, there is little likelihood that the patient's problems will result in either death or disability The medical problems are usually selflimiting in that the organism has within itself the ability to resolve the problem, or there is no pathology as measured by objective evidence. Still, the patient seeks the family physician because she/ he is uneasy, uncomfortable, 'dis-eased' rather than diseased. According to the 'relational model' she/he has a need to be cared for and the physician meets this need by extending his/her services. The nature of those services, however, will have shifted focus to that of process rather than product, care rather than cure, and appropriately away from a narrow teleological relationship as physician and patient relate to each other as persons, both of whom possess equal inherent value.
The compelling reason for adopting the 'relational model' as the paradigm for the patient-doctor relationship is precisely that it gives due attention and weight to the absolute value of both physician and patient as persons who have mutual obligations of respect for each other, neither using the other as a means merely.
